Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2010
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2010 or fiscal plan year beginning  02/01/2010 and ending  01/31/2011
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
D an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D Check box if filing under: |:| Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
SUNDOWN M RANCH CORP. HEALTH BENEFIT PLAN number (PN) »
1c Effective date of plan
02/01/1998
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
SUNDOWN M RANCH CORP. 91-0823103
2C Sponsor's telephone
number
509-457-0990
PO BOX 217 2280 STATE ROUTE 821 d -
SELAH, WA 98942 YAKIMA, WA 98901 2 Business code (see
instructions)
623000

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN [Filed with authorized/valid electronic signature. 07/26/2011 DENISE JUNT
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2010)

v.092307.1




Form 5500 (2010) Page 2

3a

SUNDOWN M RANCH CORP.

PO BOX 217
SELAH, WA 98942

Plan administrator's name and address (if same as plan sponsor, enter “Same”)

3b Administrator's EIN
91-0823103

3C Administrator’s telephone
number
509-457-0990

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 152
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a 147
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 0
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 0
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d 147
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e
T Total. Add INES B ANA BE........eeeeececeeeeieeee ettt e s et s s ee e esen s s e et et e e es s e s eae e e st esennensasenneesseneneasened 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4B 4D 4E 4L
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) X| Insurance (1) X' Insurance
2 Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
) Trust 3) Trust
(4) General assets of the sponsor 4) X General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) 1) H (Financial Information)
2 MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) X i A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2010

This Form is Open to Public

Inspection
For calendar plan year 2010 or fiscal plan year beginning ~ 02/01/2010 and ending 01/31/2011
A Name of plan B Three-digit 501
SUNDOWN M RANCH CORP. HEALTH BENEFIT PLAN plan number (PN) >

C Plan sponsor’s name as shown on line 2a of Form 5500.

SUNDOWN M RANCH CORP.

D Employer Identification Number (EIN)

91-0823103

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

SUN LIFE ASSURANCE COMPANY OF CANADA

o en @ e [ @ comacor [0 Armroce ber Polsy orcqptctyee
code identification number policy or contract year (f) From (9) To
38-1082080 80802 9264 146 02/01/2010 01/31/2011

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1495

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

WELLS FARGO INSURANCE SERVICES

PO BOX 2547
YAKIMA, WA 98907

(b) Amount of sales and base

Fees and other commissions

paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1495

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base

Fees and other commissions

paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule A (Form 5500) 2010
v.092308.1



Schedule A (Form 5500) 2010 Page Z-E

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2010 Page 3

Part Il Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at year end..................c.cccocooveveverereeeeueecene... 4

5 Current value of plan’s interest under this contract in separate accounts at year nd ..................cccccocoeveweeeevererenenenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId t0 CAIMTIET ........c.ouivoveeee ettt e et s et es e st e s e ene s et ee et ennenesenansssenensnenans 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, ENLET AMOUNLT...........c.ueiiiiiee et e e e s e e e snr e e e snnee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............cccvcvevuireeeiereeeeeeeeeeeeeeeeeeeeeeee e eees e senaesees e saens e enes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnen, 7c(1)
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeee et 7c(2)
(3) Interest credited dUNNG the YEAT...........cccovvuevieereereeee ool 7c(3)
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4)
(5) Other (SPECITY DEIOW)..........rvveeeeeeeeeieeeeeeeeeeeesies s senes st ene s sl 7c(b)
4
(6)Total additions 7¢(6)
d Total of balance and additions (@dd b AN C(B)). ....cevvrveriruiiieeieerceeeeeee et eee et 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CArfer...........ccoovevveeeeeseieeeeeseseesenend 7e(2)
(3) Transferred to SEPArate ACCOUNL ..........c.c.veveverereeeseeeeseseeeesenssseeessennennend 7¢e(3)
(4) Other (specify below) | 7e(4)
4
(5) TOAl ABAUCHONS ........oveviee ettt sttt en e st s en e st ensenee s e 7e(b)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccovueiuerererreeeeeeeeeeereeseeeeeeerereeeeseeeneneens 7f




Schedule A (Form 5500) 2010 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m m Other (specify) p ACCIDENTAL DEATH AND DISMEMBERMENT

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccoceeneenneennnn.
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3)
(4) Earned ((1) + (2) = (3)) ceveeerrvreeermreemniieeenireesnieee e
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3)
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cuvviueieriieteeeieteetetete et eseere et te s tes e et te s eteaeeseaeanas 9c(1)(A)
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B)
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C)
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D)
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E)
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F)
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G)
(H) TOLAI FEEEMEION ....evieieee ettt ettt ettt ettt et et e e et e s et ese et ete s et ese et ete e et eaese s etess et esensetessseesensatesseeenin 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEr ...........ccociiiiiiiiiiii e 10a 17413
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..............c.ccceeeee. 10b
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »



Form 5500 Annual Return/Report of Employee Benefit Plan OME Hos 1210-0115
1210-0088

This form is required to be filed for employee beneflt plans under seclions 104

Degartment of #1a Treassy and 4085 of the Employee Retlrement Income Security Act of 1974 {ERISA) and
Irtesrial Revanus Sarvce sections 8047(e), and 6058(a) of the Internal Revenue Code (ihe Codel. VLT
Doparimert of Labor ‘“"'@% @
Employes Benaiits Sacunty y Compilete all entries in accordance with
Admipestration the instructions to the Form 5500,
Pansion Beneft Cuaranly Corporation : .
This Fonm is Upen to Public
; : ingpaction
i Partl | Annual Report identification information
For calendar plan year 2010 or fiscal plan yesr beginning 0Z2/C172CI3 and ending OI/73L72010
A This returnfreport is for: :} & muitiemployer plan; D a mulfiple-employer plan; or
¥ = single-employer plan; [] a DFE (specity) ___
B This retumfrepor Is: D the first relumfregort; D the final retumirsport;
}j an amended return/report; E a shorl plan yesr returnfreport {less than 12 monihs}).
¢ ifihe planis a collectively-bargained plan, check RBIB. . L. . i it it ir ettt e » ME
|-
[} Check box if filing under: D Form 5558, D automatic exdension; B the DFVC progran;

ﬂ special extension {enter description)

i Partll i Basic Plan Information—enter all requssted information

1@ MName of planSundown M Ranch Corp. Health Benefit Plan b Three-digh plan
number (PN} 3

- 1¢ Effective datz of plan

22 Plan sponsor's neme and address (employer, if for 2 single-employer plan) 28 Empioyer identification
{Address should include room or suile no.} péumber (BN}
Sundown M Ranch Corp. 510823103

2C Sponsor’s ielsphona

aumber
? £ : . %
PO Box 217 24 Business code {sas
. N instruclions)
Selah WA 23842 G0
2280 State Route 821
Yakima Wa 233907
Caution: A penalty for the late or incomplete filing of this return/report will be d unless ressonable cause is established,

igs of perjury and other penzliies set forth In the instructions, | declare that | have examined this relurnfreport, including accompanying schedules,
chments, as well 2 the electronic varsion of this relurn/repor, and lo the bast of my knowisdge ant belief, 1 is true, corrset, and complete.

alemenis and

A 77/
{3 & - T
o | Jysnas Ao 28y | DEreE JumT
HERE
gignatum of plan adminéat:a%m i Date Erjer nzme of individuzal signing as plen administrator
SReSTT
§3§§ A . \ i (2 2/26{3 e LSRR
Signature of employeyplan spmﬂsN Date Erter name of individual signing as emplover or plan sponsor
SIGH
HERE
Signature of DFE Date Erter name of Individug! signing as DFE =
o 5500 (20

For Paperwork Reduction Act Molce and OMB Control sumbers, sse the instructions for Form 8500,
. 082307 .1




Form 5500 (2010)

Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)

SAME

3b Administrator's EIN

number

3¢ Administrator's telephone

4 if the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b =N
the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 152
6 Number of participants as of the end of the plan year (welfare plans complete only lines 8a, &b, 8¢, and 8d).
@ ACHVE DAMICIDANES. ....ovevevieiitieeteeeerietete e seete e seesesessesseseesaseasessssesareasessasarassessssasssesessnsaasassses sesasassessesasentese s ssasmsssa srereesnsnaneresen 6a 147
b Retired or separated participants receiVINg DENETIES...........c.ov oot &b 0
C Other retired or separated participants entitled to future benefits.........cocovie e 6c 0
d Subtotal. Add HNES 88, 61, BNA BC............ooiiieieieeerie e et eeaea et ems s et e s s aes s es s s s ese s e s sens et es et eae s nne s nsraeasns) Gl 147
e Deceased participants whose beneficiaries are receiving or are entitled o receive benefits.................ccooiiinicce 6e
T TOtal. ADGINES B8 AN B ...o..coeieeeeee e te e eeer e e e et e e s s s as s s s e s e s eans e em s ee e e s e e e e nns e 6f
@ Number of participants with account balances as of the end of the plan year (only defined contribution pians
COMIPIBTE TS BB .. o oottt eeete ettt e ettt e e st aese s saa s tsesa st eses s enmeaeeeseeee s seme e e e en o eheh e e st et st ceeae et 8¢
h Number of participants that terminated employment during the plan year with accrued benefits that were
JESS TNAN 100% VESIEU. .. .o..ooeeeeeeeeeeeeee oo eeeeeeeseeaeeeveee st sensaseeseseseaeseeenssasseseessssessessaesessbe s et eos e s eesecees et sensesese st semsaessiostees 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item).......] 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

b 1f the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4R 4B 4D 4E ZL
9a Plan funding arrangement (check ali that apply) 8b Plan benefit arrangement (check all that apply)
(4} X! Insurance 1) Xl insurance
{2) 1 Code section 412(e)(3) insurance contracts (2) B Code section 412(e)(3) insurance coniracts
(3) T Trust (3) T Trust
(4) Z General assets of the sponisor (4) ¥, General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)
a Pension Schedules b General Schedules
(1) 1 R (Retirement Plan Information) 1) 3 H (Financial informationr)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2) i (Financial Information — Small Plan)
~  Purchase Plan Actuarial Information) - signed by the plan (3) § _% A (Insurance Information)
actuary (4) B C (Service Provider Information)
(3 I:] SB (Single-Employer Defined Benefit Plan Actuarial (5) B D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




